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 This visit was for the PCR (post certification 

revisit) to the investigation of complaint 

#IN00096919 that resulted in an immediate 

jeopardy completed on 10/11/11.

This Survey was done in conjunction with the 

Post Certification Revisit (PCR) to the PCR 

completed 10/11/11 to the annual recertification 

and state licensure survey completed on 8/26/11.

Complaint #IN00096919 - Corrected. 

Survey date:  11/16/11

Facility number: 001089

Provider number: 15G712

AIM number: 100240060

Surveyor:

Keith Briner, Medical Surveyor III

REM-Indiana Inc. was found to be in compliance 

with 42 CFR Part 483 Subpart B and 460 IAC 9 in 

regard to the PCR to the investigation of 

complaint #IN00096919.

Quality review 11/18/11 by Suzanne Williams, RN
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